and an intuition that there are things which can and should be done to secure and improve health. Second, the recognition of the need for collective action by the body politic -what Acheson2 later describes as "the organised efforts of society". It need hardly be said that the extent of public involvement has not been the subject of universal agreement throughout history. Nor is it today: witness the difficulty European Governments have in agreeing whether or not to ban tobacco advertising.
THE AGE OF ENLIGHTENMENT For me, two men stand out as heralds of the age of enlightenment, one an Austrian, the other an Englishman. Johann Peter Frank was born in Austria in 1745. His first public health post was as District Medical Officer of Baden and he was appointed Director General of Public Health of Austrian Lombardy in 1786. Frank perceived very clearly that poverty was the main cause of disease. He regarded health problems as one aspect of broader social and economic problems and he associated medical reforms with social and economic reforms. "Starvation and sickness are pictured on the face of the entire labouring class. You recognise it at first sight. And whoever has seen it will certainly not call any one of these people a free man." His basic concept was that government can accomplish a great deal that would be beyond the power of the individual physician. He wrote of "medical policing" which he described as a defensive art. Its object was the promotion of the physical welfare of the people in such a way that they may put off death as long as possible. He complained that only recently had people considered the welfare of a population. He had very positive views of the responsibility of the state and of its capacity to improve the lot of the citizen so that "without suffering from an excess of physical evils, they may defer to the latest possible term the fate to which, in the end, they must all succumb." Today the World Health Organisation talks of adding life to years and years to life. Despite Frank's enlightenment he did not exert a great deal of influence beyond his death. This was largely because the paternalistic political framework which he took for granted did not persist long into the 19th century, which makes the timeless point that conditions must be right for change to occur. I find it saddening that such perspicacity somehow got lost because the ideas were sown on unreceptive soil. An interesting comparator in England at that time was the great utilitarian Jeremy Bentham,3 born three years after Johann Frank. He was an enthusiastic proponent of the principle "the greatest happiness of the greatest number". The study of legislation was the central preoccupation of his life and he wrote extensively on how he thought the law ought to be. He also wrote widely on the welfare of individuals. He presumed the existence of a state authority which was committed to the promotion of the greatest happiness. He discussed the difference between state intervention and individual autonomy. Bentham believed there was some degree of evil in all forms of government intervention but if the benefits outweighed the costs the measure would be good rather than bad. He recognised that the population would benefit from more state intervention than occurred in the latter part of the 18th century. Bentham was a major influence in creating an ethos in which it was possible on the heels of the Industrial Revolution for another ( a miserable hut -perished the night before last in a quarry, she was found with some flax around her, lying dead" It would of course be wrong to get the impression that Ireland was the only country beset by epidemics at this time. The United States was attacked by cholera three times in the 19th century. Yellow Fever swept up through the States from the Gulf of Mexico with cases reaching a peak in the 1850s. A vast epidemic of cholera swept across India and came first to Europe in the south east of Russia in 1829, and soon reached Moscow. The first English case was recorded in Sunderland in 1831. In the succeeding years cholera caused major epidemics in most European countries. Belfast had epidemics in 1832/1834; 1836/7 and 1847/9. In 1854 in London there were reckoned to be 14,000 cases of cholera with over 600 deaths. Quarantine was the only precaution applied, which resulted in long delays and great expenditure because ships were immobilised. Their crews and their passengers were held up, and their cargoes were ruined. France tried to generate interest in holding international meetings in order to resolve the differences and stop the disruption of trade, but it was not until 1851 that the first International Sanitary Conference was held in Europe. In the United States the National Quarantine and Sanitary Conventions of 1857 to 1860 had a very similar background. The first convention came about in 1857 out of the Philadelphia Board of Health and was the brain -child of Dr Wilson Jewell. 8 The existing quarantine laws displeased merchants because of the restriction on trade. Health officers knew that the measures did not protect the public and there was no uniformity -for example, Baltimore and New Orleans operated entirely different systems. This led to the Americans moving in a very similar direction and not long after the movement in Europe. There were 10 international sanitary conferences in the 19th century beginning in 1851 and continuing to 1897.9 The six held between 1851 and 1885 came to no useful conclusion, largely bacause of lack of scientific knowledge. However, the 7th international sanitary conference was held in 1892 and there was by then general agreement on the etiology of cholera, so the first international sanitary convention was adopted. Further conventions in respect of cholera were adopted in 1893 and 1894. The 10th conference held in 1897 adopted a convention referring to plague. Lest anyone should think these changes took overlong, it might be a useful corrective to recall that in 1896 Belfast Corporation set up a special committee to consider "the present high death -rate of Belfast and the general unsatisfactory condition of the public health in the city". Secondly, I applaud society for allowing itself to be propelled along an enlightened road -and Governments which responded on behalf of society, though perhaps too often as shepherds who led their flocks from behind. It was, after all, the initiative and foresight of our 19th century predecessors that got the international health movement going against all sorts of odds, including their own ignorance and the trials of international travelling 150 years ago. Thirdly, I celebrate the explosion of scientific knowledge in the second half of the 19th century and especially the birth of microbiology. This provided a theoretical basis for the public health movement and created the atmosphere which allowed it to develop headlong into the 20th century. Who rank higher in the history of medicine than the early microbiologists: the brilliant Koch who discovered anthrax in 1876, tuberculosis in 1882 and the cholera vibrio in 1883; Eberth who discovered the causative organism of typhoid in 1880 and Widal of the agglutination reaction; the great Louis Pasteur and many others? If you mention together the two phrases '19th century' and 'public health' the Pavlovian response is 'infection'. It would I think be a great mistake ever to forget that the main subject of public health for two centuries has been communicable disease. It is still the case that the major gains in child survival are, if I may put it this way, the deaths from infection which we prevent. If we look at the wider world, the persistent need is obvious. The public health fight is against poverty, hunger, over-population and communicable disease. Recent World Health Organisation figures are horrifying. 10 There are annually 1 -7 million deaths from measles, neo -natal tetanus and pertussis. There are 100,000 cases of poliomyelitis. Parasitic diseases are rampant. It is believed that there are 5-2 million cases of malaria. 200 million people have schistosomiasis. American trypanosomiasis (Chagas' disease) afflicts between 16 and 18 million people. Three million suffer from guinea worm infestation and 12 million have leishmaniasis. If there is any doubt about the public health problems of the world today we need only think of the famines of Ethiopia and Somalia. Is it not shaming that at the end of the sophisticated 20th century those countries are suffering the privations which people endured in Ireland in 1847? It is poor consolation that we have the knowledge to solve the problems if we lack the will to tackle them, or the generosity to commit a greater share of our western luxury to meeting the basic necessities of our neighbours worldwide.
If we foolishly believe that communicable disease is a third world problem, we need think only of AIDS which has provided a timely reminder of our continuing susceptibility. Meningococcal meningitis, hospital infection and resistant organisms still frighten us all. Easy air travel and a venturesome population introduce new hazards. If a medical student of my time had listed malaria in a differential diagnosis he would have risked being marked down for being esoteric and perhaps even impertinent: not so today. Infections old and new make complacency the major public health risk, a risk which the enlightened public health workers of the 19th century would have found unthinkable. College of Physicians, and the Report became known as the Black Report. 13 I have avoided technicalities in this discourse, but allow me to mention one point of record from the report: the age-standardised death rates per 100,000 people living at the ages 15 -64 showed a gradient between those of social class I and II and those of social class V in 1971. The ratio is a staggering 1 1/2: 1 in favour of the better-off. Poorer people had a 50% worse experience of premature death than the well-off. Sadly, the gap between the underprivileged poor and the well-off has widened since then. The working party emphasised that economic factors such as income, employment, environment, education, housing and lifestyles all affect health and all favour the better -off. Their recommendations strongly echoed Lalonde and Alma Ata. The United Kingdom did not rush to implement the principles of the Declaration of Alma Ata, or the recommendations of the Black Report. Other pressures were required and two were of great significance. The first was the publication in 1988 of the Acheson Report2: 'Public Health in England' commissioned by the Secretary of State for Health "to consider the future development of the public health function". The Committee which produced the report was chaired by Sir Donald Acheson. The remit to which the Committee worked was a wide one: "The science and art of preventing disease, prolonging life and promoting health through organised efforts of society." The report was wide-ranging. The core recommendations concerned the public health responsibilities of District Health Authorities: -1. To review the health of the population. To define objectives and set targets to deal with the problems. 2. To relate investment in health services to health problems. 3. To evaluate progress. 4. To deal with communicable diseases. 5. To advise and co -operate with other agencies in their locality to promote health. The importance of the Report is nowhere more clear than in the NHS review 'Working for Patients'.14 In the foreword Margaret Thatcher wrote "Taken together the proposals represent the most far-reaching reform of the National Health Service in its 40 year history." This document created very significant pressures for change. Its echo of the Acheson Report is very clear in the section at which it sets out the functions of District Health Authorities: "District Health Authorities can concentrate on ensuring that the health needs of the population for which they are responsible are met; that there are effective services for the prevention and control of diseases and the promotion of health; that their population has access to a comprehensive range of high quality value for money services; and on setting targets for and monitoring the performance of those management units for which they continue to have responsibility. The Government will expect Authorities to provide themselves with the medical and nursing advice they will need if they are to undertake these tasks effectively." We in Northern Ireland can claim to be the first of the four territories of the United Kingdom to have formally adopted the principles of what has come to be called the Health for All movement. We enshrined those principles in our Strategy 1987 /92. Wales came later to the ideas and adopted them in an enviably systematic way through the Welsh Planning Forum, now recognised as a WHO collaborating centre. England has finally joined the movement with the recent publication of 'The Health of the Nation' and Scotland has also come aboard. At national level, Government intervention is now readily accepted as essential on public health issues. The way, however, is rarely simple. Governments do not like to be thought patronising and show a proper reluctance to engage in anything that looks like over-legislation. Governments, like people, have identity problems and may be reluctant to take action because they are fearful of foreigners trenching on national sovereignty. Governments tend to have to reconcile differing interests within a country: the interests of farmers and the food industry may not, for example, coincide entirely with those of the public health. One good result of AIDS is that within the United Kingdom a cabinet committee was formed. This not only provided a central forum for AIDS problems to the great benefit of the public health; it paved the way for a cabinet committee to drive forward the Health of the Nation. This is real progress in promoting public health and moves public health higher on the agenda than it has been for over a century. In Northern Ireland several activities are contributing to a renewed drive to promote public health. 
THE NEW PUBLIC HEALTH

Postscript
The fascination of history is more to do with insights into human behaviour than with any recitation of facts. The story of public health does not fail this test. A current perspective on public health in the light of history must proclaim that public health has a distinguished past and a certain future. Thirty years ago it would have been pronounced dead or at least dying, its practitioners unfashionable and near to extinction. Today, whether coping with the affluence of the west or the desolation of the third world, the importance of public health is growing. As an aspect of collective human endeavour it is a wakening giant clamouring for the attention of Government and citizen alike. As a medical specialty, it is enlivening, demanding and rewarding and nowhere in the world is it more determined to pull its weight or, in the persons of its young practitioners, better stocked with talent than here in Northern Ireland.
